
WELLBEING INSTITUTE NEW CLIENT INFORMATION 

Date: Referred By: 

Name (Last, First, 
M.I.): !  M !  F DOB: SS #: 

Marital 
status:   ! Single       ! Married      ! Widowed          ! Name and Phone # of 

! Partnered  ! Separated  ! Divorced  Spouse/Guardian: 

Address Phone 
# H:  C/W:

Email: 
 

Profession:  Employer: ! Self-Employed 
 INSURANCE/PAYER INFORMATION 

Name of 
Insurance career: ! Self-Pay    ! UHC    ! CIGNA    ! AETNA   ! HEALTHNET ! Others______________    ! Copay (for Specialist/SP/SPEC) $ 

ID & Group # 
! ID #  ! Group #

If you are not the 
primary card 
holder: 

! Name of Primary Card Holder: !  DOB  ! His/Her Employer:

For my psychiatric care, I authorize Wellbeing 
Institute Providers to communicate with the 
following party: 
(No information will be released without written 
consent) 

! Parents ! Spouse/Partner ! My PCP  (Dr.  ) 

! My Therapist ! Other Relatives !  Others (Specify) 

I read Wellbeing Institute policy listed below and agree to comply with it. I take full responsibility in case of non-compliance. 

I hereby give my consent for medical treatment by my physician(s) or other care provider(s) at Wellbeing Institute, I understand that should I require services 
in my doctor/provider’s absence, this consent is transferable to the covering physician/provider as designated by my doctor/provider, or to other 
services/hospitals in the nearby area that is available on urgent/emergent basis. 

 Initial:________ 
I understand that developing a treatment plan and regularly reviewing our work toward meeting the treatment goals are in my best interest. I agree to play an 
active role in this process. I understand that Wellbeing Institute providers keep minimal information in my medical/psychiatric records in accordance with the 
recommendations of the American Psychiatric Association and the American Psychoanalytic Study Group. This is because the effectiveness of psychiatric 
treatment has been shown to be dependent on true confidentiality. I understand that no promises have been made to me as to the results of treatment or of 
any procedures. 

Initial:________ 
I consent to the ongoing release of verbal or written communication between my doctor(s)/care provider(s) at Wellbeing Institute and my other physician(s), 
therapist, my spouse/significant other and my parents. I hereby authorize the physician/provider to release any information acquired in the course of my 
examination or treatment to my insurance company and /or Utilization Review Organization contracted by my insurance company. I authorize that messages 
may be left for me regarding appointment reminders or instructions regarding my care. I acknowledge that telephone calls from my physician(s)/provider(s) 
may be returned by cellular phone. I may revoke consent for any of all of the above chosen party at any time in writing. 

Initial:________ 
Financial Policy Insurance: Payments for services are due at the time that services are rendered. Wellbeing Institute collects deductibles, co-payments and co-
insurance that may be paid with cash and check. All balances not paid by insurance are due within 15 days. The balance will have interest accrued on 18% 
annual rate (1.5% per month). It is my responsibility to know my insurance policy benefits and to set up a case if pre-authorization is required. I hereby 
authorize my insurance benefit to be paid directly to Wellbeing Institute. All personal balance over 20 days will be sent to a collection agency. $25  
fee will be charged for all returned checks in addition to the bank extra charges and interest accrued since then, and all services in the future will need to be 
paid in cash. The accompanying parent or adult with a child is responsible for the full payment at time of service. In case of divorce, it is the parents’ 
responsibility to work out the payment of their child’s medical care between the two parents. 
I agree to give 48 hour notice to reschedule or cancel appointment, or pay the $150 missed appointment fee for each appointment missed. 
I agree to pay for medical record copying and delivery expenses, time to spend for preparation of documents, letters of employment and legal purposes, 
disability, FMLA or other paperwork, pre-authorization effort with insurance companies for services or medication that are needed for my care, as well as 
excessive use of after hour calls. 

Initial:________ 
Stimulant Medication: Given the fact that DEA and State have particular rules in regulating stimulant medication prescribing activity, I agree to be seen in 
person for such a prescription for 30 days supply of medication, and will return to Wellbeing Institute when I have at least ONE WEEK medication supply. 

Initial:________ 

Signature: ____________________________________Date: mm/dd/yyyy _____________ Signed by: __ Client    __ Guardian    __ Personal Representative 
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